It is also striking that the authors reference HF-ACTION and other studies in the Discussion in which they generally infer that perspectives raised in this manuscript were potentially relevant. This inference is interesting but terribly vague. It would help if the Discussion elaborated further in regard to how other studies fell short, and what could have been done (based on this report) to improve.
In general, it is not clear if this just a report on qualitative outcomes on REACH-HF, or is it a bigger statement about rigorous evaluation of research implementation efficacy? It seems as if the authors' are reaching for the latter but they fail to articulate generalizable points about implication of their work, and systematic process. Should such analysis become a new standard of efficacy? How do the investigators feel trialists can/should better account for differences related to age, socioeconomics, culture, Page 19, line 12: 'receiving the minimum intended amount' Page 20, line 7: 'over single component interventions'. (full stop) Page 20, line 43: 'measurable' Discussion section: It may be worth expanding on the finding about low fidelity scores re. caregiver involvement presented earlier, try and explain what may have led to a lower fidelity score, discuss about how this low fidelity score might affect outcomes of a cardiac rehabilitation programme, suggest ways to improve caregiver involvement in future interventions. Page 20, lines 48-50: 'Furthermore, the facilitators did not record all intervention sessions or their duration as instructed': Could you add one more sentence here stating the implications of this? What comes to my mind is that since only one third of the sessions were recorded, the estimated fidelity of delivery may be an overestimate of the actual fidelity. Page 21, line 8: 'This will ensure fidelity' (no comma) Page 22, lines 20-22: 'and identify those patients for whom effectiveness may be more difficult to achieve' Page 24, line 37: 'heart' (typo)
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GENERAL COMMENTS
This is a study that uses a mixed methods design to describe a process evaluation of the REACH-HF study. The authors present both quantitative data on fidelity measures and also patient/caregiver perspectives. They concluded the intervention was adequately delivered, well received and could be implemented more widely; however, more needs to be done to ensure fidelity.
Major issues: -Overall, the paper is very long and therefore difficult to digest. The mixed methods approach to describe a process evaluation is good conceptually but this paper needs to be presented in a more concise manner. Blending of the 2 analysis was neither smooth nor well-synthesized.
-The authors describe the major challenge with the intervention being the variation in the facilitators and therefore the participants' experiences in the study. There is a lack of information around the characteristics of the facilitators (e.g., how many per site, training for the study, qualifications). This led to wide variation in the time spent with face to face and phone contacts (pg 11, lines 46-47).
-The discussion section did not seem well developed with important findings that were only mentioned briefly.
Minor issues: -There were numerous grammatical errors throughout the paper that were distracting such as erroneous placement or lack of commas/periods, reference citations, etc.
-Pg 4, line 51 "work reported here constituted part of the REACH-HF process evaluation that assessed intervention fidelity": are there other parts that are reported elsewhere? -It is unclear why the 4 geographical regions were selected.
-Participants were sampled for maximum variation based on the primary outcomes but this process of selection was unclear.
-Pg 7, 11-13 further description of purposive sampling of audio recordings would be helpful - This manuscript presents findings from the process evaluation of a multicentre randomised controlled trial testing the clinical and costeffectiveness of the addition of the REACH-HF intervention to usual care compared to usual care alone for patients with heart failure with reduced ejection fraction and their caregivers. Researchers aimed to define the fidelity of delivery, reach and context of the intervention by using quantitative (analysis of data from audio recorded appointments against a fidelity checklist) and qualitative methods (interviews with patients and their caregivers who received the intervention). This is an interesting and well reported study.
We thank the reviewer. Page 12, lines 25-29: Involve caregiver, address caregiver concern and address caregiver wellbeing were all below the set standard of 3/6 (data presented in Table 3 This is a study that uses a mixed methods design to describe a process evaluation of the REACH-HF study. The authors present both quantitative data on fidelity measures and also patient/caregiver perspectives. They concluded the intervention was adequately delivered, well received and could be implemented more widely; however, more needs to be done to ensure fidelity.
Major issues: -Overall, the paper is very long and therefore difficult to digest. The mixed methods approach to describe a process evaluation is good conceptually but this paper needs to be presented in a more concise manner. Blending of the 2 analysis was neither smooth nor wellsynthesized.
There is currently no consensus about reporting guidance for Mixed Methods Process Evaluations of Randomised Controlled Trials of complex interventions. Moore et al (2014: 76) note that that there is not, nor should be, a 'one size fits all approach'. They acknowledge that integration of process and outcome findings has often been limited, and suggest that "efforts should be made to combine quantitative and qualitative analyses rather than presenting parallel mono-method studies".
We followed Bazeley's (2018: Ch6) rigorous and transparent approach to analysing linked data. In this way we used cases (people/timepoints) as the unit of analysis and focused on integrating qualitative and quantitative data for each participant over time. It would not have been possible to provide data for each case, rather we focused on the production of "warranted assertions" (Bazeley 2018:300) , that is "the best explanations, supported by descriptive adequacy, and characterised by transparency". Plano-Clark et al (2013) suggested that "more needs to be done to address the methodological, epistemological, and practical issues" associated with Mixed methods research. We see our paper as one approach (a 'worked example') for addressing the challenges of integrating methods and adding value to trial outcomes.
Reviewer 1 describes this paper as "a compelling process evaluation of the REACH-HF trial", while Reviewer 2 notes that "This is an interesting and well reported study." The authors describe the major challenge with the intervention being the variation in the facilitators and therefore the participants' experiences in the study.
There is a lack of information around the characteristics of the facilitators (e.g., how many per site, training for the study, qualifications). This led to wide variation in the time spent with face to face and phone contacts (pg 11, lines 46-47).
P13, lines 35-46: "There was no discernible 'fidelity style' for each facilitator/site (1-3 facilitators per site) and all had participated in the 3 day training for the study. Six of the 7 facilitators had nursing backgrounds (various hospital/community, rehabilitation/cardiac/cardiology configurations). The one physiotherapist had the highest fidelity scores, although this was too small a number of patients to be statistically significant."
The fact that data were not collected during the facilitator training, and the fact that interviews with facilitators were not conducted meant we had limited insight into the interaction between a practitioner's existing professional repertoire and their engagement with and delivery of the REACH-HF intervention.
Reviewer 3 Comment 3:
We thank you for inviting us to develop our findings, on which Moore et al (2015) suggests that process evaluations are a key force for the The discussion section did not seem well developed with important findings that were only mentioned briefly.
transfer of knowledge in population health sciences.
P20, lines 48-50: Specifically, if trials of selfmanagement interventions for heart failure are premised on filling the knowledge gaps of often elderly patients with poor health literacy and inhibited cognitive function, then more needs to be done to enable patients to express their own goals, values and interpretations of HRQoL in ways that are clinically meaningful and measurable.
30-33
More generally, high quality process evaluations conducted in parallel with clinical trials have the potential to identify which interventions or elements are effective, and improve or eradicate those that are not 14 .
Reviewer 3 Comment 4:
We apologise to the reviewer for the numerous grammatical errors throughout the paper, and we hope that they have now all been amended.
Reviewer 3 Comment 5:
Pg 4, line 51 "work reported here constituted part of the REACH-HF process evaluation that assessed intervention fidelity": are there other parts that are reported elsewhere?
A specific paper about caregivers is under review and a paper regarding implementation is being prepared for submission. This paper has a different focus from the 2 papers cited below. It is unclear why the 4 geographical regions were selected.
Sampling was as per protocol (Taylor et al 2015) P5, lines 37-42: "The four regions enabled adequate participant enrolment to achieve the required sample size and afforded the opportunity to explore local contexts" Reviewer 3 Comment 7:
Participants were sampled for maximum variation based on the primary outcomes but this process of selection was unclear.
As above, sampling was as per protocol (Taylor et al 2015) P5, line 42-44: "sampling different scores at baseline allowed us to explore different longitudinal changes within and across cases."
Reviewer 3 Comment 8:
Pg 7, 11-13 further description of purposive sampling of audio recordings would be helpful Further detail has been added: P7, line 16-22: On the basis of fidelity scores (to achieve maximum diversity within and between patients, and where dissonance was identified by JW and CG), a purposive sample of audio recordings were used to identify examples of optimal and sub-optimal delivery fidelity.
Reviewer 3 Comment 9: P12, lines 35-42: "There was room for improvement, however, particularly with respect to involving the caregiver, addressing caregiver concerns and addressing caregiver wellbeing, where the mean scores were well below the agreed "adequate" score."
This point is now summarised in the discussion: P19, lines 38-41: "There was room for improvement with respect to involving the caregiver, and refinement of the REACH-HF intervention may be now be required. Conclusions: unclear about the role of comorbidities, socioeconomic and social support as these were not detailed clearly in the results section
In the results section we explicitly present data about Comorbidities (P17) and Social Context, including socio-economic variance (P18). As we are interested in showing the cumulative weight of multiple 'inequalities' we also discuss the role of social support, in relation to 'Mary' (P14), which the facilitator engaged and augmented. In Competence we now note its 'lack' in relation to those who became dependent upon the support of the facilitator (P16).
P22, lines 21-34: We have added: "For example, where a facilitator was able to elicit a participant perspective, tailoring the intervention accordingly was often contingent on the nature of the wider contextual issues: If a 'problem' was within the scope of the intervention or facilitator (ie anxiety) then tailoring was appropriate although fidelity could be compromised. However, if the problem was not within scope (ie socio-economic disadvantage), then tailoring was more difficult." 
GENERAL COMMENTS
The authors have done a very good job in addressing all the points made by the reviewers.
